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A 048 482.13(b)(1) PARTICIPATION IN CARE 

PLANNING

The patient has the right to participate in the 

development and implementation of his or her 

plan of care.  

This STANDARD  is not met as evidenced by:

A 048 11/7/06

Based on record reviews and staff interviews the 

treatment teams failed to obtain patient 

signatures on the treatment plans and failed to 

document reasons the patients  and/or guardians 

did not sign for 3 of  7 patients sampled (Patients 

# 9,12, and 14).

Findings include:

On 8-31-2006 the hospital policy titled  "Master 

Treatment Plan (Psychiatric)"  was reviewed and 

it stated, "The patient and when appropriate, 

his/her family attend the treatment plan meeting 

and participate in the development of the master 

treatment plan.  If a patient is unable to attend the 

treatment plan meeting, a designated member of 

the treatment team will review the plan with the 

patient and document on the Master Treatment 

Plan the reasons the patient was unable to 

participate in the treatment team meeting."

On 8-31-2006 the "Treatment Planning Manual of 

July, 2005"  was  reviewed.  It stated:  "Patient 

and Family/guardian Participation:  The patient 

and family/guardian, if indicated, are involved in 

the treatment planning process.  Every effort 

should be made to have the patient in attendance 

at the meeting.  If the patient cannot attend the 

meeting, a member of the team should be 

assigned to review the MTP with the patient after 
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A 048 Continued From page 1 A 048

the meeting.  The patient's signature is required 

on the MTP."

Medical record review conducted on 8-30-06 and 

8-31-06 revealed patient #9, a 33-year-old female 

admitted on 8-2-06 with a diagnosis of Bipolar 

Disorder, severe with psychosis.  Patient #9 was 

discharged on 8-23-06.

Further review of patient #9's record revealed an 

Admission Care Map dated 8-7-06 and a Master 

Care Plan dated 8-9-06.  No documentation in 

relation to pt.#9's attendance or reasons pt.#9 or 

legal guardian did not attend.

Medical record review conducted on 8-30 and 

8-31-06 revealed patient #12 , a 59-year-old 

female admitted on 7-20-06 with a diagnosis of 

Bipolar Disorder, severe, manic, psychotic.  

Patient #12 is a current patient. 

Further review of patient #12's record revealed an 

Admission Care Map dated 7-21-06 and a Master 

Care Plan Review dated 8-9-06.  No 

documentation in relation to pt.#12's attendance 

or reasons pt.#12 or legal guardian did not attend.

Medical record review conducted on 8-30-06 and 

8-31-06 revealed patient  #14, a 55-year-old 

female on 8-15-06 with a diagnosis of 

Schizophrenia, paranoid.  Patient #14 is a current 

patient. 

Further review of patient #14's record revealed an 

Admission Care Map dated 8-15-06, a Master 

Care Plan dated 8-22-06 and a Treatment Plan 

Review dated 8-30-06.  No ducumentation in 

relation to pt.#14's attendance or reasons pt#14 
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or legal guardian did not attend.

On 8-30-06 and 8-31-06, interviews of four staff 

members, all of whom attend MCP meetings, 

stated that anyone on the team might be asked to 

go over the plan with a patient and have him/her 

sign.  They stated that the MD is the team leader  

and could not be specific as to the reason  for the 

deviation from policy.
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